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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

(DFA 303)
A

1 0

Case Name:
Case Number:
Worker:
Date DFA 303 Received:

A - 

PART C - BENEFIT LOSS

PART D - REPLACEMENT AUTHORIZATION

NAME OF PERSON AUTHORIZING/DENYING REQUEST

DFA 303 (CH) (8/02)  Required Form - Substitutes Permitted

DATE

☛

Loss : ■■ ATP/AD ■■ Food Stamp Benefits ■■ Food
Issuance: ■■ Certified/Registered Mail ■■ Regular Mail ■■ OTC

Date Original Benefit Issued: Date Loss Reported:

______________________ _______________
Type of Loss/Disaster: Value of Food Coupon Allotment:

______________________ $ _____________________
Source of Verification:

_________________________________________________
Confirmed that reported loss was not returned on__________

(Date)

Other replacements received by the household during the last 6
months:

■■ Countable (Loss to CWD) $ ________________

■■ Noncountable (No Loss to CWD) $ ________________

■■ Determination Pending

■■ APPROVED

■■ ATP Serial No.: Authorized Replacement Amount

______________ $ ____________________
■■ Food Stamp Benefits $ ____________________

■■ ______________ $ ____________________

■■ DENIED

Reason for Denial (Explain):


